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Department Rounds 



MEDCAP Aids Negrito Villagers 



It is traditional that the Navy Medical 
Department knows no race, color, or 
creed. This precept was demon- 
strated recently when staff members 
from U.S. NRMC Subic Bay teamed 
with personnel from other area com- 
mands to conduct a MEDCAP for 
Negrito villagers at Botolan, Zam- 
bales, north of San Miguel, Republic 
of the Philippines. 

MEDCAP stands for Medical Civic 



Action Program, and one of its main 
goals is to bring medical assistance to 
inhabitants of remote areas. 

LCDR Jerry Roberts, MC, USNR, 
served as coordinator for the MED- 
CAP. He was assisted by Vincente 
Abigania, a representative from the 
Office of the Philippine Presidential 
Assistant for National Minorities 
(PANAM1N). Mr. Abigania has 
worked for PANAMIN for the past 21 



years and currently serves as the 
project officer for the province of 
Zambales. His duties include protec- 
tion of settlements and landhol dings, 
legal assistance, overseeing educa- 
tional and agricultural programs, and 
medical assistance. 

Starting point for the MEDCAP 
was NAS, Cubi Point, Republic of the 
Philippines, where the MEDCAP 
volunteers assembled. A half hour 




HM3 Teresa Wilson gives worm medication to one of the many Negrito children. 
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HM3 Mary Drake cleans infected wounds of Negrito child. 




LCDR Jerry Foster examines and labels 
medications for proper dosage before 
treating the villagers. 



flight by CH-46 helicopter brought 
the team to Toac, where they dis- 
embarked and set up shop. Negrito 
villagers from Barrio Villar, Barrio 
Moraza, and Barrio Maguisguis had 
received prior notice of the MEDCAP 
and were on hand to meet the team 
when it landed. 

The majority of patients seen, ac- 
cording to Dr. Roberts, were pediat- 
ric cases. "The children are usually 
afflicted with common skin dis- 
eases," he said, "and eye and ear 
infections are also prevalent." Ma- 
laria, malnutrition, and pneumonia 
were also frequently encountered, he 
added. 

After an initial examination and 
diagnosis by Dr. Roberts, the Negrito 
patients were processed for treat- 
ment. Some received medication and 
shots, while others had their afflic- 
tions cleaned and dressed. Still 
others were tested for malaria, a dis- 
ease endemic to the area. Followup 
treatment is provided for positive 
malarial smears. 



By day's end, some 200 villagers 
had received treatment for a wide 
variety of ailments. 

To express their appreciation for 
the MEDCAP, the villagers prepared 
a special meal for the team, consist- 
ing of roast venison, rice, "jumping 
salad" (live shrimp mixed with 
greens), and roast dog. After the 
meal, the Negritos entertained the 
team with musical instruments and a 
display of their native dances. 

What goals are realized through 
the MEDCAP Program? A number, 
according to Dr. Roberts. "There is a 
reduced rate of infant mortality and a 
higher incidence of life expectancy in 
the villages we visit," he said. "Ma- 
ternal mortality in childbirth is also 
being reduced." He feels the MED- 
CAPs, which are conducted on a 
quarterly basis, have also "contrib- 
uted to a general overall improve- 
ment in public health and welfare. 

(See article on page 19). 

—Story by HM3 Mary Drake. Photos by PH2 
John Freeman and HM3 Drake. □ 
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Focus on Family Advocacy 



CDR Eli Breger, MC, USNR 



Spouse Abuse: Its Psychological Anatomy 
and Therapeutic Strategies 



Conclusion of a three-part series 

Let us consider a typical but fictitious 
case of spouse abuse, that of Mrs. 
Kimberly S. , age 20, married 3 years, 
mother of two, and dependent wife of 
HM2 S. She was treated by the emer- 
gency room physician for a broken 
'jaw and contusions of face, chest, and 
arms. A review of her medical record 
revealed four previous entries for 
trauma of a suspicious nature but no 
mention of abuse. These incidents 
were passed off as accidental by 
medical personnel who did not rec- 
ognize the possibility of abuse or, 
while suspicious, were unwilling to 
deal with it. Mrs. S. was reluctant to 
acknowledge she was beaten but did 
so now when the attending physician 
asked her directly about being 
abused because he could not believe 
her explanation of "an accident." 

Kimberly married impulsively at 
age 17. She viewed her father as 
tyrannical, violent, alcoholic, and 
prone to emotional and physical 
abuse of her. She saw her mother as 
passive and helpless. Her father was 
seductive and when intoxicated often 
threatened to sexually molest her. In 
contrast he was suspicious of her 
adolescent friends and activities and 



CDR Breger is Chief. Psychiatry Service and 
Chairman, Family Advocacy Program, Naval 
Hospital, Beaufort. SC 29902. 



frequently refused her permission to 
leave the house. Kimberly felt like a 
prisoner and conceived a plan to free 
herself. She became pregnant by a 
casual acquaintance who was home 
on leave from the Navy. Her father 
threw her out and her friend married 
her. She knew little about him but 
was attracted to his immaturity, need 
of care, and lack of available family 
support. She believed she could 
create a kind, benevolent family for 
them both. 

Her impulsive marriage was a 
desperate attempt to escape an 
intolerable home situation. It totally 
lacked a courtship which might have 
provided a mature assessment of her 
boyfriend's nature and temperament. 
Kimberly soon realized she was 
married to a man much like her 
father, an immature, unstable, alco- 
hol-abusing individual. The marriage 
soon developed stresses and her 
husband reacted abusively. At times 
it was simply because he did not get 
his way. More often it was part of a 
pattern of alcoholic excess or being 
out with other women. He would act 
insanely jealous and without founda- 
tion accuse her of extramarital af- 
fairs. After assaulting her, and at 
times sexually abusing her, he would 
dramatically change into a kind, 
loving, remorseful man and, in a 
childlike manner, beg forgiveness. 
He would attribute his attack to 
drinking although he also abused her 



when alcohol was not involved. 

Attempts on Mrs. S.'s part to talk 
about the issue or seek help through 
the base chaplain led to his refusal, 
threats, and anger. HM2 S. success- 
fully created a reign of terror around 
his wife. The physical attacks inten- 
sified her dread and apprehension. 
With increasing intimidation she be- 
came powerless. Depression and 
headaches developed but in seeking 
help she felt too immobilized to share 
this aspect of her life. Their two 
young children observed or heard 
these explosive episodes and the 
older boy, age 2'/i, was showing 
signs of fearfulness and sleep dis- 
turbance, HM2 S. demonstrated little 
consistent interest in his children but 
expected model behavior beyond 
their ages and was severe in his 
discipline. 

Kimberly' s fear escalated to the 
point of terror. She lived in anticipa- 
tion of these attacks and when a crisis 
began she would often admit to his 
accusations just to get the assault 
done with and be free of the dread for 
a time. Life became a constant 
danger much as if she were a 
hostage. She felt powerless, passive, 
and unable to act. She felt guilty and 
confused about her role in the 
problem and her infant-like depend- 
ency on her husband in gratitude for 
her survival. 

On several desperate occasions she 
consulted the chaplain, law center, 
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and psychiatry service but could 
focus only on her depression and 
headaches which had now become 
frequent. Had she been asked direct- 
ly about being beaten she would have 
acknowledged the matter, but no one 
asked. As her husband's jealous 
nature discouraged the cultivation of 
close friends, this avenue of sharing 
was also closed. Such was Kimberly's 
desperate condition at the time of her 
presentation to the emergency room. 
Why do abused wives remain with 
their husbands in spite of repeated 
physical mistreatment and how can 
Navy health professionals help them 
resolve their dilemma? It is an ac- 
curate observation that women sub- 
jected to serious and repeated physi- 
cal injury deliberately inflicted by 
their husbands seem unable or un- 
willing to take steps to remedy their 
predicament. Psychologic, legal, and 
cultural factors have all played im- 
portant roles in creating this dilem- 
ma. 

Psychologic experts have described 
the abused woman as someone who, 
for deep inner reasons, needs to be 
punished and, therefore, by provoca- 
tion or seduction, brings it upon her- 
self. Fulfilling this need satisfies her 
and maintains a deviant family 
balance. As such, this is a private 
psychiatric problem not in need of 
public health attention. Another view 
holds that man is violent by nature 
and his spouse is a legitimate target 
for release of tension without which 
family unity would diminish. These 
views, without firm scientific founda- 
tion, have seriously hampered atten- 
tion, support, and assistance being 
directed to the victims. Perhaps even 
more serious is the knowledge that 
the abused wife has accepted this and 
blames herself, therefore not react- 
ing in an affirmative and effective 
manner. 

Legal concepts have historically 
played a role in "drawing the cur- 
tain" on domestic violence toward 
wives. Earliest concepts designated 
women as property which could be 
beaten. As late as 1763 English com- 



mon law upheld the right of a hus- 
band's chastisement in view of his 
being responsible for her behavior. 
Therefore, he trained her to avoid 
misbehavior. Later this view was dis- 
carded and courts viewed spouse 
abuse, occurring as it does in family 
settings, to be an act between "con- 
senting adults" and, therefore, a 
private affair. By this interpretation 
assault of a stranger was punishable, 
but assault of a wife was sanctioned. 
Cultural forces too have impeded 
enlightenment. By fostering the al- 
luring but false notion that the family 
is a nurturent nonviolent setting, it 
has added to the disbelief that wife 
beating could be a common occur- 
rence. When society finally acknowl- 
edged the reality of frequent family 
aggression, it initially focused on 
child abuse, then alcoholism, and 
most recently spouse abuse. We now 
know that all three usually occur 
alongside one another in a setting of 
domestic violence. Even with soci- 
ety's awareness, the woman wishing 
to free herself from an abusive 
husband faces the harsh realities of 
being found guilty of abandonment, 
having to economically make it on her 
own, and living in fear of physical 
retaliation at the hands of her hus- 
band. 

The ramifications of spouse abuse 
are serious and considerable. There 
is, of course, the human suffering. 
Serious injury and even death are not 
rare. One-quarter to one-half of 
homicides occur in families and these 
are mainly to women at the hands of 
their husbands. The demand on hos- 
pital emergency rooms and police 
agencies is considerable. More sig- 
nificantly, from a societal point of 
view, is that violent homes are 
breeding grounds for violence in 
future generations, "Violence breeds 
violence." 

The community has to address it- 
self to this problem on many levels. 
As Navy health care professionals we 
must be vigilant and mindful and be 
prepared to confidently and coura- 
geously ask when indicated, "Is any- 



one at home hitting you?" This 
should be stated when wives present 
themselves for medical, legal, or 
spiritual assistance and the suspicion 
exists. Friends also should act when 
the opportunity arises. These abused 
women need abundant patient atten- 
tion as they return to the danger until 
such time as they develop the con- 
fidence to take an assertive step. 
Even then their plight is precarious 
as the help they require is varied and 
skillful. In less severe cases a hus- 
band will participate in counseling 
once his cover is blown or upon 
orders from his commanding officer. 
More often such participation is not 
forthcoming and nothing short of his 
wife leaving him will engender 
cooperation. As such strategies often 
unleash violent abuse, the availabil- 
ity of secure protective shelters for 
abused wives is essential. 

What services can be utilized by 
Navy health care professionals work- 
ing with spouse abuse victims? The 
Navy community and the civilian 
community in which it lies may or 
may not have a hotline or protective 
shelter for spouse abuse victims. This 
will depend on the size and location 
of your duty station. However, a 
small isolated facility may have the 
advantage of easier-to-come-by ser- 
vices which are close at hand, more 
personal and intimate. 

Finding needed services can be 
frustrating and perplexing especially 
in a crisis situation. Yet, battered 
wives desperately need help and 
viable alternatives to returning to un- 
happy, unhealthy, and potentially 
life-threatening home situations. To 
search for and find a way out one 
must first help them realize they are 
victims of abuse. This seemingly self- 
evident situation is not always clear. 
Abuse can so gradually slip into a 
marriage and become confused with 
other psychologic factors that a 
woman may often need outside help 
to identify the state of affairs for what 
it truly is. The following issues serve 
to confuse the situation: 
• When one marries impulsively and 
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desperately to escape an intolerable 
home situation, one is understand- 
ably hesitant to acknowledge the re- 
creation of a similar situation in one's 
own marriage. 

• The marriage gradually assumes 
the pattern of the victim's parental 
home and, just as she resisted view- 
ing her father as abusive toward her 
mother, she lacks an objective per- 
spective toward her husband. 

• The abusive act is often justified by 
the abuser as deserved by his wife 
because of a variety of charges he 
creates. The wife accepts them 
because she is under great stress and 
blames herself — "If he acts this way 
toward me I must deserve such treat- 
ment." 

• The abusive act very commonly oc- 
curs under the influence of alcohol 
and a wife who is desperately 
clinging to the marriage excuses the 
action failing to truly recognize the 
battering. 

• After his abusive attack an abusive 
husband frequently changes into a 
remorseful childlike individual 
begging forgiveness. He elicits pity 
such that his wife may not realize 
what has happened to her. 

• Living under a reign of terror for so 
long and being unable to share feel- 
ings for fear of retaliation, the 
victim's mind may truly dissociate 
the abusive stress. The woman 
focuses rather on her fears, depres- 
sion, immobilization, sense of isola- 
tion, and resulting psychosomatic 
disorders. This is a condition akin to 
that of a hostage. 

Being aware of these issues may 
serve to help victims unravel the true 
state of affairs and permit realization 
by them that they are abused wives 
who can do something about their 
predicaments. This knowledge is 
essential. It is the basic prerequisite 
to turning their lives around. Once a 
confident realization of abuse is 
established, their emotional re- 
sources must be mobilized and action 
taken. The sooner this is accom- 
plished the better. Continuing abuse 



leads to erosion of confidence and 
lessened ability to act. Abuse is not 
necessarily a good reason for separa- 
tion but initially should be viewed as 
a sign of "illness" within the mar- 
riage needing help. Every effort 
should be made to have them enlist 
their partner in counseling aimed to- 
ward greater understanding, mutual 
respect, self-control, and construc- 
tive nonviolent resolution of conflicts. 

Counseling is often refused by 
abusing spouses who wish to main- 
tain their wives in a state of helpless 
terror. Outside influences would 
serve to reduce the wives' alienation 
and foster their confidence and 
resolve to better their plights. When 
it is clear the partners cannot act 
together, the wives must reorient 
themselves to act alone. To seek help 
alone takes courage and is not 
without danger. Abusive husbands 
often react violently to the threat of 
exposure and the peril of losing their 
families. Wives are well-advised, 
therefore, to seek counseling unbe- 
knownst to their husbands until they 
develop self-confidence, a course of 
action, and a support system. Then 
they could operate openly without 
high risk of their husbands' retalia- 
tion. This support system would in- 
clude their counselor, chaplain, hos- 
pital physicians, and selective mem- 
bers of the command involved in the 
spouse abuse program. Eventually 
close friends can be added. In this 
way a "network of support" is built 
and a position of strength and safety 
established. The victims are no 
longer hostages in the previously 
closed ring of domestic violence. 

The following services and re- 
sources may be available to spouse 
abuse victims in the naval command 
and the civilian community in which 
it lies. Not all of these resources are 
present in all locations, but the list 
should serve as a useful guide. 

• Medical staff at the naval hospital 
or base clinic. Physicians and nurses 
are professionally trained in con- 
fidentiality and are familiar with the 



spouse abuse program. They can 
direct victims to appropriate individ- 
uals. They should be encouraged to 
be open and share the true nature of 
the injury with this staff. The 
Psychiatry Service, where available, 
is particularly appropriate. 

• Chaplains, A committed readily 
available corps of trained officers 
who can serve as initial contact or 
provide counseling. Civilian minis- 
ters can also be consulted. 

• Family Services Center. Offers 
initial support and counseling and 
has thorough knowledge of the base 
and community services. 

• Spouse Abuse Committee. A part 
of the family advocacy program 
established by the Navy whose 
special mission is to serve victims. 

• Military Police, Provost Marshal 
Office, or Base Security. Serves as 
the first line of help in a crisis and 
responds to a call by helping to estab- 
lish domestic calm. Personnel have 
the authority to temporarily remove 
the abuser from the home and trans- 
port the victim to the hospital. For 
residents of the civilian community 
local police serve in a similar capa- 
city. 

• Legal Service. Can be consulted 
about any legal aspects pertaining to 
abuse, separation, or divorce. 

• Alcohol related services. Often 
there is an alcohol connection to 
domestic violence. At times the 
underlying problem is alcoholism and 
advice and services should be sought 
through alcohol abuse centers on 
base or in the community. 

• Civilian mental health centers. 
Usually work closely with the naval 
facility and have a staff of counselors 
and emergency services. 

• Department of Social Services. A 
civilian county service which is read- 
ily available to serve in times of crisis 
and with followup care. 

• Shelters and hotlines for spouse 
abuse victims. Exist in some larger 
civilian communities. 

"God help those who do not help 
them selves!" Mizner □ 
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What to Do Until the DAS Arrives 
The Education of a Non-Health 
Care Administrator 



LCDR Stanley A. Foxx, MSC, USN 



In September 1980, the officer who 
had been Director, Administrative 
Services (DAS), at this small, but ex- 
tremely busy, naval hospital began 
the process of transferring to a naval 
regional medical center where he was 
to occupy a similar position. As the 
next senior MSC officer, I felt com- 
pelled, among other things, to as- 
sume this responsibility until a relief 
arrived. 

Because I had served as Acting 
Director of Administrative Services 
while the DAS was TAD or on leave 
in the past, I did not pose any undue 
worry. My experience in the position 
had led me to believe, erroneously, 
that all the DAS did was to sit in his 
office, route message traffic, and 
read the official mail. An oversimpli- 
fication, perhaps, but that was the 
basic thought. 

I had no trouble in the past per- 
forming the role of Acting DAS and 
simultaneously seeing patients as 
the Chief of the Psychology Service. 
Smugly, I thought that my 13 plus 
years as an MSC officer and accom- 
plished administrative watch officer 
at a variety of commands, from an 
isolated overseas hospital to a major 



When this article was written, LCDR Foxx 
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Naval Hospital, Cherry Point, NC 28533. He 
now heads the Family Advocacy Branch, 
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NRMC and almost everything inbe- 
tween, had adequately prepared me 
for this transition. Suffice it to say 
that if this really had been the case, I 
would not feel motivated to describe 
the metamorphosis which took place 
over the ensuing 6 months. 

The truth was that only a small 
portion of what I had absorbed had 
formally prepared me for the task of 
assuming an administrative billet. 
My relatively long Navy career had 
familiarized me with general pro- 
cedures, but 1 had also adopted a 
somewhat cavalier attitude about 
how things were accomplished out- 
side my specialty. 1 had rarely, if 
ever, ventured out of the clinical 
arena. I had a lot to learn. 

It was my decision to become the 
DAS. I could easily have avoided it 
despite my seniority at this facility, 
claiming I was too busy, too inexperi- 
enced, and that administrative mat- 
ters were not compatible with my 
status as a clinician. Unfortunately, 
we all have heard these arguments 
spoken by colleagues who seek to 
avoid the odious administrative re- 
sponsibilities of boards, committees, 
and other collateral assignments. 
Yet, after a total of 13 years of being 
a clinician in the Navy and a total of 2 
years in similar work as a civilian, I 
felt the challenge to learn how "the 
other half lives" too great to ignore. 
Further, after all those years, I felt 



my patience wearing thin; I was 
tiring of spending many hours listen- 
ing to healthy young men and women 
tell me of their inability to cope with 
the routine rigors of military life. I 
began to feel as though the articles I 
had been reading on burnout were 
addressing themselves to me. When 
the opportunity to become the DAS 
presented itself, I was ready. 

Yet, my primary responsibility to 
the command, to the Marine Corps 



The decision was clear; I would 
devote a portion of my time to 
administrative duties and a 
portion to clinical work. 



Air Station, Cherry Point, and the 
Second Marine Aircraft Wing was to 
provide psychological services. That 
represented a dilemma. I could not, 
and would not, divest myself of my 
role as psychologist. The decision 
was clear; I would devote a portion of 
my time to administrative duties and 
a portion to clinical work. In retro- 
spect, the decision was made too 
lightly. I did not, however, realize 
how much I had to learn and how 
much of a commitment I had made. 
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1 was fortunate to have an inspiring 
and demanding commanding officer 
whose own administrative experience 
encompassed many years and in- 
volved a multiplicity of assignments. 
These ranged from aide to Surgeon 
General to commanding two naval 
hospitals before assuming his present 
command. 

The first week was generally quiet 
with the routine demands of the 
hospital, as it existed then, being 
met by the force of Newton's Third 
Law. Following that brief hiatus, the 
momentum began to gather as the 
new CO began to get underway. 

From the beginning, it was a hands 
on experience with decisions having 
to be made at my level despite my 
relative lack of experience. I quickly 
learned that I had to trust my experts 
and let them know that I was placing 
confidence in their ability to provide 
me with correct, accurate, and timely 
information. 

I also learned, painfully, that 
accurate and complete staff work was 
essential. That awareness came after 
walking into the CO's office, thinking 
I knew all that was to be known about 
a particular topic, and having him ask 
me a question 1 did not expect but 
which, always, in retrospect, was 
relevent to the matter at hand. I then 
learned how to ask those types of 
questions myself. 

Moreover, the personnel to whom 
those requests for information were 
addressed began to learn to expect 
them. When 1 finally understood that 
my concept of complete was not the 
same as the CO's, it wasn't long 
before I realized that mine was the 
one that had to undergo change. I 
also learned that the officers and 
CPOs in the command needed to be- 



come aware that 1 meant business. I 
was not the Acting DAS, I was, in 
fact, the DAS, and while the CO 
could only place a certain amount of 
responsibility on me because of my 
experience, it was weighty enough 
and since he expected results so did 
I. 

Fortunately, I dealt with a small 
and very receptive group of profes- 
sional Navy officers and CPOs who 
provided me with a great deal of sup- 
port once my position was crystal- 



I quickly learned that I had to 
trust my experts and let them 
know that I was placing confi- 
dence in their ability to provide 
me with correct, accurate, and 
timely information. 



lized. This helped me to get the work 
out. I also learned to have these indi- 
viduals give me alternative solutions 
to the problems they were presenting 
to me. This latter concept was one I 
already knew, but it had to be re- 
established in my mind. The concept 
proved invaluable. It forced me to 
examine all sides of a particular 
issue: what the impact would be and 
on whom, how effective would a pro- 
posed change be, was the idea, 
change, policy, whatever, necessary. 
Was it cost-effective, where, what, 
why, how, who, how long, how many, 
etc. 

I began to acquire the foresight to 
ask whatever questions were neces- 
sary to gain complete knowledge on 
any one issue. These were new ap- 



proaches for me, outside my special- 
ty. Yet, as I should have realized 
their importance, I initially did not 
and so they are included here. I hope 
I can save someone else the trouble of 
learning them. Succinctly put: (1) 
Know everything you can about 
something you are asked or told to 
know about (which might be short- 
ened to: Know everything) and (2) 
Never present a problem without 
presenting a solution. A CO and a 
DAS have more to do than solve prob- 
lems; they should be decision- 
makers. Anyone who makes a deci- 
sion based on incomplete or errone- 
ous information will surely regret it 
but not as much as the supplier of the 
information. 

I also acquired a working knowl- 
edge of departments which I feel, in 
light of current thought on officer 
career development, I should have 
been intensely exposed to long ago 
and wasn't. These include fiscal, 
patient affairs, personnel, operating 
management services, and supply. It 
became apparent that in order to 
understand the answers I was get- 
ting, I first had to understand the 
questions. The amount of time spent 
on this aspect of my education was 
extensive. One proposed solution to 
this problem is to have every non- 
Health Care Administrator (HCA) 
junior MSC officer rotate through 
each of the several administrative 
areas for at least 2 weeks. In the 
course of a 3-year tour at a hospital or 
NRMC. this would involve 10 out of 
156 weeks or 15.6 percent of the 
normal tour. In that fashion, once an 
individual reaches the grade of lieu- 
tenant commander and begins to 
explore the remainder of his career, 
he has anywhere from 20 to 35 weeks 
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of background upon which to formu- 
late a career plan. I discovered that 
being an administrative watch officer 
just doesn't provide sufficient data to 
make that decision. 

I found there is an art to adminis- 
tration existing outside the formal 
academics of administration. There 



There comes a time in any- 
one's career, be he chemist, 
mechanic, or pilot, where one 
puts down the tools of the pro- 
fession and begins to deal with 
people. 



comes a time in anyone's career, be 
he chemist, mechanic, or pilot, where 
one puts down the tools of the profes- 
sion and begins to deal with people. 
Being a psychologist, I've been 
accused of "having a leg up," but 
I'm not so sure. 1 do know that if any- 
one is committed to learning inter- 
personal skills, they can. I also know 
that to become an administrator after 
years of specialty work, one must 
learn those skills. People are every- 
where and there is only so much that 
the manuals can tell you. Sooner or 
later, you've got to communicate, to 
make yourself understood, and to be 
able to listen. The adage, "Don't 
confuse me with the facts, my mind is 
already made up" can only get you 
into serious difficulty. One must also 
know, or learn, how to motivate 
people; this is the gentle art of 
getting people to do things because 
they want to, not because they are 
petrified of what the results will be if 
they don't. That aspect of the posi- 
tion of Director, Administrative Ser- 



vices is probably one of the most dif- 
ficult to learn. Lacking background in 
administration and management, one 
tends to fall back on past experiences 
in leadership which may be unequal 
to the task at hand. Therefore, I 
would propose that, again, in keeping 
with current thought on MSC officer 
development, each MSC officer be 
exposed to a formal educational 
environment, whereby those essen- 
tial skills are first implanted and then 
carefully nurtured. There are a few 
born leaders; the rest of us must 
learn. 

It is also important to touch on the 
subject of organization, something 
one must learn in order to avoid what 
has been called crisis management. 
This skill is also one that can be in- 
corporated into a nascent administra- 
tor's repertoire. It really is nothing 
more than the ability to analyze what 
is happening around you and "drain- 
ing the swamp" before the alligators 
get you. One must continually update 
the status of everything that is pend- 
ing and recognize situations that will 
have short-term or long-range im- 
pact. Then you can begin to plan for 
contingencies. 

The operational word here is plan 
and that requires constant vigilence. 
You must monitor the pulse of every- 
thing for which you are ultimately 
responsible to your CO. Again, based 
on my experience prior to becoming 
the DAS, I was woefully unprepared 
to analyze those situations. I would, 
therefore, urge that non-HCA types 
routinely be exposed to the decision- 
making/planning process so that, 
when called upon, one can do more 
than fill a void. Recently, I was told 
that if I were to become an adminis- 
trator, I would have to learn to think 5 
years in advance. For an HCA, know- 
ing how to do this might be routine. 
For a non-HCA who has spent the 



bulk of his career concerned with 
daily productivity and once a year 
with his budget for the following 
year, this is a radical concept but one 
which must be learned. 

Finally, one must be willing to 
commit time to the job. It became 
routine and necessary to devote 10 to 
12 hours per day to the position in 
order to do it right. Occasionally, 
even that time was insufficient. The 
demands of administration are 
unique and if one is learning on the 
job such as I was, one must be willing 
to devote everything to the attain- 
ment of the established goals — 
increased productivity and better 
patient care to the greatest numbers 
of beneficiaries of the health care 
system. 



It became routine and neces- 
sary to devote 10 to 12 hours 
per day to the position in order 
to do it right. 



From my current perspective, hav- 
ing spent an awesome, hectic 6 
months as Director. Administrative 
Services. I can see just how much my 
view of the Medical Department has 
been expanded to include horizons I 
literally did not know existed before. 
It was a challenge to combine mental 
health care delivery with administra- 
tion, both from a professional and a 
personal point of view. As a result 
of this experience, I feel confident 
urging my fellow allied scientists to 
broaden their perspectives, knowing 
it will make them more productive 
and infinitely more valuable Navy 
Medical Department officers. Q 
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Lighthouse of the Sky 



The headquarters of the Bureau of 
Medicine and Surgery (BUMED) sits 
atop a prime parcel of Washington 
real estate overlooking the Potomac 
River and the city's marble monu- 
ments. At first glance, one could 
easily mistake the grounds for a 
venerable, old college campus — a 
quiet^oasis plunked down in the 
middle of the bustling neighborhood 
called Foggy Bottom. Stately oaks 
that germinated in the mid-1800s 
shade a grouping of turn-of-the- 
century buildings and gardens. 

The centerpiece is a two-story, 
cream-yellow brick structure crowned 
by a silver dome that gleams in the 
afternoon sun. The bureaucracy has 
dubbed it Building Two and air con- 
ditioners now protrude from many of 
its aged windows. Yet there is a 
classical grandeur reflected in the 
Doric- style pilasters that decorate the 
front and rear facades. 

The once three-chimneyed east 
wing is now minus its dark wooden 
shutters, and the finely turned rail- 
ings that adorned the flat roofline are 
gone. But the wing still retains the 
look of the comfortable residence it 
once was. 

Weathered, red, sandstone stairs 
grooved by an endless procession of 
feet, and ornate wrought iron railings 
speak of a time when carriages rolled 



up the drive to pick up and discharge 
scientists and government dignitar- 
ies. 

Building Two is indeed a relic from 
another age. From 1844 to 1893 this 
National Historic Landmark housed 
the U.S. Naval Observatory, the 
workplace of Navy scientists and 
mathematicians whose skill and 
perseverence made this institution 
one of the finest astronomical labora- 
tories in the world. 

Before the telescopes, transits, 
chronometers, and other instruments 
were moved to the Naval Observa- 
tory's present site on the heights 
above Georgetown, the men that 
labored here had left their marks. 

As the Observatory's first Super- 
intendent. LT Matthew Fontaine 
Maury, considered to be the father of 
modern oceanography, published 
among other works Wind and Cur- 
rent Chart of the North Atlantic, 
Abstract Log for the Use of American 
Navigators, and The Physical Geog- 
raphy of the Sea, the first oceanogra- 
phy text. From his office on the first 
floor, he resigned in 1861 to join the 
Confederacy. 

In the late 1840s Assistant Surgeon 
Alexander Y.P. Garnett attended the 
Observatory 's officers and their fami- 
lies. Dr. Garnett, like his patient, LT 
Maury, went South in 1861 and spent 



the Civil War years attending Presi- 
dent Jefferson Davis as his personal 
physician. 

Passed Midshipman John L. 
Warden, later skipper of USS Moni- 
tor,* here began his naval career 
learning the rudiments of astronomy 
and celestial navigation. 

There are the ghosts of tradition 
and the stories based on fact. One 
tells of a gaunt, melancholy, and war- 
weary Abraham Lincoln seeking a 
rare moment of solace studying the 
heavens through the Observatory's 
9.6-inch telescope. And another 
story, somewhat better documented, 
of how Emperor Dom Pedro of Brazil 
demanded to observe the moon 
through an impenetrable Foggy 
Bottom overcast. 

There was the memorable August 
in 1877 when Professor Asaph Hall 
peered through the largest refracting 
telescope in the world at the time and 
discovered the two satellites of Mars. 

Such stories and traditions are 
many and the significance and con- 
tributions of what John Quincy 
Adams termed "The Lighthouse of 
the Sky" are truly remarkable. Yet 



*See "Treating the Wounded Aboard USS 
Monitor 1862," U.S. Navy Medicine, Janu- 
ary 1982. 
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The bluff where Tiber Creek met the Potomac was seen on early maps as a likely site 
for a fort. When the Marines came to Washington in 1800, they bivouacked on Camp 
Hill while awaiting the construction of their barracks. 



the history of Peter's Hill, Resen'a- 
tion Number 4, University Square, 
Camp Hill, and Observatory Hill, as 
this parcel has successively been 
called over the years, neither began 
when the Observatory was built nor 
ended when it moved 49 years later. 
This first installment initiates a series 
that will tell the story of the hilltop in 
Foggy Bottom that eventually be- 
came the home of BUMED . 



The Hill of Many Names 

The hill upon which the Bureau of 
Medicine and Surgery sits today 
barely resembles the high point of 
ground that existed when the white 
men came to the Potomac Valley over 
3 centuries ago. The river was wider 
then, unsilted and free-flowing as it 
passed the mouth of Rock Creek just 
below Georgetown. 

It is likely that local Indians once 
came here to hunt and procure water; 
at least one spring was producing as 
late as the 1870s. 

Humidity, the river's proximity, 
and the contour of the land all con- 



tributed to the frequent late night 
and early morning mists that not only 
gave the neighborhood its descriptive 
name — Foggy Bottom — but shaped 
the Hill's destiny as well. 

The first evidence of ownership 
was a grant of 600 acres by King 
Charles II to John Longworth in 1664. 
The plot, known as the Widow's 
Mite, was later merged with another 
tract called the Vineyard and re- 
named Mexico. A town was planned 
for part of this holding by its owner, 
Jacob Funk in 1768 to be called 
Hamburgh, but Funkstown, as it be- 
came known, never materialized. 

In March 1755 British troop trans- 
ports sailed up the Potomac carrying 
two regiments of regulars. General 
Edward Braddock had come to 
America to do battle with the French 
and their Indian allies. His destina- 
tion was the French held Fort 
Duquesne in western Pennsylvania. 
On 12-13 April 1755, the Hill played a 
minor role in the unfolding drama as 
the redcoats and their arms were 
ferried the few hundred yards across 
the Potomac from Virginia to a rock 



on the riverbank.* Above it they biv- 
ouacked for the night. Three months 
later, General Braddock and half his 
men were to die in a forest ambush at 
the hands of their enemies. 

Provincial Colonel George Wash- 
ington, one of Braddock' s aids, 
escaped unharmed. Years later, 
President Washington, would have 
plans for the hill above " Braddock' s 
Rock." 

By 1790 the Hill belonged to 
Robert Peter, a Georgetown mer- 
chant with extensive property in the 
area proposed by George Washing- 
ton to be the Federal City. Pierre 
Charles L'Enfant, French expatriate, 
Revolutionary War officer, and now 
master planner, began laying out the 
new national capital's wide boule- 



*There is no evidence that the British general 
ever set foot on this rock that now bears his 
name. All that remains today is a stone well on 
the eastern approach to the Theodore Roose- 
velt Bridge. Fifteen feet or so below the 
present grade is "Braddock's Rock" sub- 
merged beneath 20th century litter. That the 
river once reached this point illustrates how 
much of today's shore is filled land. 
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Department of State 




Three leading figures in the 
Observatory's early history 



U + S. Naval Observatory 



President John Quincy Adams, himself an amateur astrono- 
mer, lived to see his dream realized. 



U.S. Naval Observatory 





LT Matthew Fontaine Maury, "Pathfinder of the Seas, 
became its first Superintendent. 



LT James M. Gillis supervised the Observatory 's construc- 
tion, saw that it was furnished with modern instruments, and 
sadly watched as . . . 
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77»'s 1800 map shows battlements on the site of Reservation Number 4. 1 'Enfant had 
such an idea in mind when he laid out the District of Columbia, but there is no 
evidence that a fort was ever built. 
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vards, parks, and public buildings. 
Peter's Hill figured in these plans, 
for Peter and several other land- 
owners deeded part of their holdings 
to the Federal Government "for the 
use of the United States forever." 
The area between 23rd and 25th 
Streets and between E Street and the 
Potomac River was designated 
Reservation Number 4. 

How Reservation Number 4 would 
be used became a subject of con- 
troversy. Secretary of State Jefferson 
thought the high ground would be an 
ideal site for the National Capitol but 
L'Enfant had other ideas. Jenkins' 
Hill (Capitol Hill), the highest ground 
between the Potomac and Anacostia, 
was his choice and President Wash- 
ington concurred. There were always 
foreign enemies to consider and 
Peter's Hill was not without value. Its 
position above the river gave it defen- 
sive possibilities. L'Enfant drew 
battlements on its summit. 

On 18 Feb 1795 the Commission- 
ers of the Federal City informed 
President Washington that they had 
chosen a site for what had been one 
of his favorite projects — the National 
University, a place he later wrote in 
his will "where the youth of our 
country may be able to free them- 
selves from local prejudices and 
jealousies pregnant of mischievous 
consequences to our country." 

Peter's Hill or University Square, 
as it was named on several maps, was 
the choice, but the dream never came 
true. By the turn of the 19th century, 
Reservation Number 4 reverted to 
what it had been before — a lightly 
wooded campground for soldiers and 
a trysting place for young lovers. 

By the summer of 1800, the new, 
yet far from elegant Federal City was 
partially ready for business. From 
Philadelphia came the machinery of 
government and with it the Marines 
who landed at Tobias Lear's Wharf 
near the base of what was now called 
Camp Hill. There were no perma- 
nent quarters for the men and the 
Hill became their temporary home for 
2 years until barracks were con- 



structed in the southeast quadrant of 
the city. Their musicians entertained 
the populace on warm summer even- 
ings. A Mrs. Thornton wrote in her 
diary for 21 Aug 1800: "[we] . . . 
went on the Hill to hear the Band 
which was playing at the tents which 
are fixed on the Ground intended for 
an University." (/) 

From 1811 to 1815 Captain Richard 
S. Briscoe's company 3rd Battalion, 
1st Legion of Militia intermittently 
occupied the same ground and life 
there for a militiaman probably 
resembled the experience of most 
soldiers before and since. Tedium, 
mosquitoes, bad sanitation, disease, 
and poor discipline made life misera- 
ble both for the troops and their un- 
fortunate civilian neighbors. Chris- 
tian Hines, years later, recalled how 
he and his comrades eased their 
boredom by taking target practice on 
trees planted near the riverbank. (2) 

In 1814, when the invaders 
L'Enfant had warned about were on 
their way to burn the President's 
House less than a mile away, 
Briscoe's citizen soldiers left Camp 
Hill to help head them off at what was 
a tragic American defeat near 
Bladensburg, MD. 

The war ended, the soldiers went 
home, and Camp Hill/Reservation 
Number 4 again became an over- 
grown meadow on the western out- 
skirts of a very desolate national 
capital. 

A Depot for Charts and Instruments 

The quiet hilltop waited almost 30 
more years before it claimed the U.S. 
Naval Observatory as a tenant. How- 
ever, the establishment of that in- 
stitution was never a foregone con- 
clusion, having become mired in con- 
troversy and vicious partisan politics. 

No one lobbied for an observatory- 
longer or with more consistent fervor 
then John Quincy Adams. The former 
diplomat, Secretary of State, and now 
President was also a knowledgeable 
amateur astronomer. He recognized 
that the United States was years 
behind the European nations in 




Repairing and measuring a chronome- 
ter's rate of error was one of the principal 
missions of the Depot of Charts and In- 
struments. These highly accurate time- 
pieces were used to determine longitude 
but few, if any, kept perfect time. A 
navigator had to know his chronometer's 
rate of error or his calculations could be 
miles off. 



astronomy and that the young na- 
tion's prestige was on the line. In his 
first State of the Union address to 
Congress in December 1825, Adams 
asked for an appropriation for the 
construction of an astronomical 
observatory. "It is with no feeling of 
pride as an American, that the 
remark may be made, that, on the 
comparatively small territorial sur- 
face of Europe, there are existing 
more than one hundred and thirty of 
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Two early views: 

The 1845 section of the newly completed Observatory shows the 9.6-inch refracting 
telescope and other instruments in place. The telescope's massive stone pier, 
designed to dampen vibration, was removed many years ago, but portions of the pier 
in the east wing still remain. 



Section East and West 



■jH 




... 



rU 



i xrrzrt 






"TT 




_ij" 



14 



U.S. Naval Observatory 

U.S. Navy Medicine 



these lighthouses of the skies; while 
throughout the whole American 
hemisphere there is not one. "(J) 

His request was repeatedly denied 
by a hostile Congress that insured a 
quick and certain death to any bill 
that even made a passing reference 
to an observatory. The President, 
however, was not alone. Others saw 
both the practical and the pure scien- 
tific rationale for an astronomical 
laboratory. U.S. Navy ships required 
accurate chronometers for determin- 
ing longitude and up to date charts 
and nautical almanacs. To provide 
them, some kind of institution was 
needed, whether it was called an 
observatory or went by some other 
name. 

It was the omission of the word 
observatory that Finally provided the 
key. If Congress refused to appropri- 
ate funds for an observatory, perhaps 
it would not object to a depot for 
charts and instruments. That such a 
building might contain telescopes 
and other astronomical instruments 
seemed irrelevant. 

Progress came quickly. LT Louis 
M. Goldsborough convinced the 
Board of Navy Commissioners that all 
naval instruments should be consoli- 
dated under one roof to be repaired 
and rated properly. This meant 
periodic and frequent celestial obser- 
vations, for precise time could only 
be determined by observing the 
transit of a star across the local 
meridian. 

By the beginning of 1831, the 
Depot was a reality, operating out of 
a rented building near the White 
House. When Goldsborough rotated 
to a new assignment 2 years later, LT 
Charles Wilkes succeeded him, mov- 
ing the Depot to two successive sites 
on Capitol Hill. In 1838, Wilkes, 
noted more as an explorer than an 
astronomer, departed for his famous 
4-year cruise. 

LT James M. Gillis took over the 
Depot. Hard work and a spate of 
favorable publicity following his 
spotting of Encke's comet resulted in 
the passage of a bill in 1842 authoriz- 



ing "the Secretary of the Navy to con- 
tract for the building of a suitable 
house for a depot of charts and 
instruments of the Navy on a plan not 
exceeding in cost $25,000 . . . the 
Institution to be located in the 
District of Columbia which the Pres- 
ident might deem suitable, "(4) The 
19-acre site chosen by President John 
Tyler was Reservation Number 4. 

The 31 -year-old lieutenant went to 
work with a vengeance. He traveled 
to Europe both to procure astronomi- 
cal instruments and books for the 
Depot's library. He also supervised 
construction at home. The engineers 
and builders spared no effort in 
erecting a formidable structure upon 
the hill overlooking the Potomac. An 
8-foot-deep trench was dug both for 
the foundation walls and the piers 
that would support the instruments. 
The excavation for the central pier, 
however, went 9 feet below the 
ground's surface. 

Gillis described the rest of the 
structure: 

The central building is 50 feet 8 inches 
square on the outside, from the foundation to a 
height of 2 feet 6 inches above the ground; all 
the foundations to the ground-line are of blue 
rock, 2 feet thick; the remainder of the outside 
walls are of brick, 18 inches thick, Finished in 
the best manner; and the partition-walls are of 
brick, 14 inches thick. . . ,{5) 

The were four rooms on each floor 
of the two-story central building, 
crowned by a 23-foot diameter re- 
volving dome made of wood and 
sheathed with copper. The dome, 
operated by rack and pinion, revolved 
upon six 32-pound cannonballs set in 
a grooved cast iron rail. The observ- 
ing slit was opened by raising five 
trapdoors set in line. (6) 

A massive stone and brick pier 
designed to dampen vibration rose 
through the building's center upon 
which rested the 9.6-inch German- 
made equatorial refracting telescope. 

To reach the observing level, one 
ascended a spiral staircase to a land- 
ing at the edge of the dome and then 
out through a set of trapdoors. 



The depot, library, and offices 
were housed in the central structure, 
and transits and other astronomical 
instruments in the east, west, and 
south wings that radiated from it. 

By autumn 1844 the construction 
was finished just a year and a half 
after it began. The instruments were 
not yet operational, and before they 
would be, Gillis found that the job of 
Superintendent he had labored so 
hard for had gone to someone else. 
— JKH 
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Deficit Spending 



LT W. Kenneth Pattern, MSC, USN (Ret.) 



Dr. William P.C. Barton probably would be 
aghast in contemplating the United States 
national debt of the 1980s. If he were alive to- 
day, he might well be considered a prime 
candidate to replace David Stockman at the 
Office of Management and Budget. 

Dr. Barton became the first Chief of BUMED 
in September 1842. In his first annual report to 
SECNAV in December the same year, he made 
known the inheritance of a $40,000 deficit in 
the accounts of the Bureau; this debt was 
greater than the appropriation to defray Navy 
Medical Department expenses for the whole 
year ($30,000). A week after the appropriation 
was approved, "the whole of it was swallowed 
up" leaving $10,000 due and unpaid. There 
remained 4 months of the year; all expendi- 
tures would have to be "on the cuff," until the 
next year's appropriation. 

Critics of current bureaucratic gobbledegook 
might think it to be a modern invention. Not so. 
After pointing out to the Secretary the previous 
practice — year-after-year — of operating in the 
red, Dr. Barton pleaded for an appropriation 
sufficient to discharge the deficit and provide 
enough monies to meet current demands. Then 
he wrote: 




Dr. William P.C. Barton 



endeavoring to conceal the embarrass- 
ment they occasion, and unwise to with- 
hold any longer from Congress the fact 
that, until they are wholly dissipated by 
specific funds, no economy can be ap- 
parent, as consecutive to the reorganiza- 
tion which introduced a bureau in this 
department, among the effects of the 
operations of which, economy was antici- 
pated as an important one. 



It would, therefore, be equally disin- 
genuous to assume these demands, in 
part, in the basis of estimates for future 
wants, thus vainly and uselessly, and, 
on the part of the undersigned, culpably 



LT Pattern was for many years Editor of the Hospital Corps Quarterly 
and BUMED Historian. He now resides in Villas, NJ. 



What Dr. Barton was trying to make perfect- 
ly clear was that: 

• the Navy Medical Department had been 
poorly managed; 

• the reason for creating BUMED was to effect 
economies; 

• Congress ought to know the true state of 
affairs; 
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• that economies could not be attained unless 
the debt was discharged; and 

• he, Dr. Barton, could not be held accountable 
for the mess he inherited. 

Dr. Barton was critical of previous practices 
of drug purchases and other supplies. He 
itemized specific charges for various items 
obtained from certain wholesalers at costs often 
exceeding that for which the same items could 
be obtained at retail. He specified some profits 
to be as much as 83 percent. In addition, he was 
particularly critical of the purchase of uniforms 
for beneficiaries at the Naval Home and 
charged to the appropriation "medicines, 
surgical instruments &c." 

The Navy Medical Department was not ab- 
solutely bankrupt at that time. There reposed 
in the Treasury, at the end of 1841, $217,907.53 
credited to the Naval Hospital Fund. In the past 
5 years, it had been increased at an average 
rate of about $27,000. This fund, however, was 
for use in construction and maintenance of 
hospitals, and could not be used to retire 
obligations incurred for "surgeons' neces- 
saries, &c." 

To Dr. Barton is owing full credit for prudent 
and logical fiscal and administrative practices 
in the conduct of Bureau affairs. He left a 
legacy of economic awareness demonstrated 
succinctly when he was commanding officer of 



Norfolk Naval Hospital in 1830. At that time, he 
was able by careful planning, to make the 
25 cents/day ration allowance, not only support 
the general mess for food but also pay for the 
salaries of the hired help as well as fuel and 
laundry expenses. 

Dr. Barton's efforts to eliminate waste and 
reduce expenses were not looked upon too 
kindly by his contemporaries. It was not 
because they did not agree that waste was 
wrong; rather, they thought he was trying to 
balance the budget overnight. He personally 
scrutinized every bill with the intensity of a 
CPA. In one instance, he wrote to a surgeon at 
a naval hospital: "You will acknowledge that a 
quart of milk a day is enough for a patient on 
an exclusive diet of milk. If anyone can take 
more than that he ought not to be a patient any 
longer." 

Complaints related to Dr. Barton's Spartan 
philosophy reached the ears of SECNAV; the 
latter (Mr. Henshaw) was not too impressed 
with Dr. Barton's economies at the expense of 
internal harmony. One is reminded of the 
farmer who gradually added increasing pro- 
portions of sawdust to the oats he fed his horse. 
Just at the time he got to the point of all saw- 
dust, the brute died. 

Publilius Syrus said it best about 50 B.C. 
' ' Frugality is misery in disguise. ' ' □ 
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A Dental Officer's Observations 
of a Negrito Village Population 



LT Gregory J. Heise, DC, USN 



Negrito is the name given by the 
Spanish to the aboriginal inhabitants 
of the Philippine Islands before the 
Malay and Indonesian immigration. 
This name reflects their physical 
characteristics of being very dark in 
complexion and short in stature. 
(Most Negritos are under 5 feet tall.) 

The Negritos remain a fairly racial- 
ly pure people. Though their popula- 
tion is now down to only 10,000, they 
still inhabit most of the major Philip- 
pine Islands. Their history bears 
similarity to that of the American 
Indian. 

Originally inhabiting only the low- 
land and coastal areas, they have 
been pushed up into the harsher 
mountainous regions by the succes- 
sive Malay, Indonesian, and Spanish 
waves of immigration. An early 
Spanish missionary described them 
as "living a primitive, nomadic 
existence in bands of 25-30 roaming 
the mountains eating roots and what- 
ever deer they could shoot, never 
living in houses and owning almost 
no worldly possessions." The first 
reports by Americans in the early 
20th century differ little from these 
first accounts. 

The cooperation and mutual assist- 
ance between the U.S. military and 



Dr. Heise is stationed at the Branch Dental 
Clinic. U.S. NAS Cubi Point, Subie Bay. 
Luzon, Republic of the Philippines, FPO San 
Francisco 96654. 



the Negrito people has a long and 
colorful history. Since pre- World War 
II days, the Negritos have aided their 
American friends in how to cope and 
survive in an adverse jungle environ- 
ment. During World War II the 
Negritos provided invaluable assist- 
ance in the guerrilla warfare efforts 
against the Imperial Japanese forces. 
Today they continue to provide 
valuable services in scouting and 
teaching jungle survival skills to U.S. 
servicemen. 

The U.S. Navy Preventive Medi- 
cine Department of Subic Bay, pro- 
vides field medical services as a 
service to the Negrito people of 
Bataan. To further evaluate the over- 
all health of this population, the 
preventive medicine staff requested 
the services of a dental officer. 

The village visited was the Pas- 
tolan of Hermosa, Bataan, located on 
the island of Luzon. This is a remote 
unsecured area in which insurgents 
are known to operate. We were 
escorted by a contingent of U.S. and 
Philippine Marines to provide pro- 
tection. Here the Negritos live in an 
odd assortment of huts made out of 
bamboo, sticks, and straw. Their 
existence is still very primitive. 
Despite their awareness of the 
modern world around them, they 
have changed little since the Spanish 
first reported them. With much of the 
natural fauna and flora of the land 
depleted, their existence sadly de- 



pends on what others leave behind. 

The Negritos have a poor under- 
standing of modern medicine. They 
are a superstitious people and often 
associate illness with factors in the 
environment, weather, or spirits. ; 
They will move a whole village if 
many people succumb to an illness 
throught to be caused by the local 
spirits. The Negritos of Pastolan are 
currently in a poor state of health. 
Assisting a medical officer who was 
performing physical examinations 
was like reviewing a textbook on 
general pathology. The medical offi- 
cer commented that one-half the 
people we saw should have been 
admitted to a hospital. Their most 
frequent disorders are malaria and 
intestinal parasites. Most of the 
children had colds and, to some 
degree, suffered from malnutrition. 
Although no figures exist as to the 
average life expectancy, it is un- 
doubtedly quite low. The village 
population of 250 seemed to be 
mostly children. 

The state of oral health of the 
Negrito people examined was equally 
as poor as their general systemic 
health. They practice no form of oral 
hygiene. Dental screening examina- 
tions were performed on 47 patients. 
Carious lesions and periodontal dis- 
ease were evident in all the adults 
examined and most had lost over half 
their normal complement of dentition 
by age 30. The children exhibited 
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gross caries in both the primary and 
mixed dentition and their remaining 
teeth were usually periodontally in- 
volved. 

Several adults presented with vari- 
ous soft tissue lesions. The most 
alarming were cases of nicotine 
stomatitis and leukoplakia. One case 
of probable squamous cell carcinoma 
appeared. 

The use of tobacco among the 
adults is heavy, particularly in the 
women. Some of the women practice 
"reverse smoking," taking the burn- 
ing end of the cigar in the mouth. In 
these cases 1 noted a broad, diffuse 
brown to grayish-white multinodular 
surface. Deep fissures were promi- 
nent and the peripheral area was in- 
flamed. 

The Negrito people habitually 
chew apog, a mixture of dried seeds 
of the lime-like calamansi fruit 
ground into a fine, white powder and 
wrapped in tobacco leaves and fresh, 
green leaves. The apog is rolled into 




A mother holds her child as Dr. Heise performs an examination. 



a ball and placed in the posterior 
vestibule of the mandible. This blend 
appears to induce tissue alterations. 
In one case, the area where the pa- 
tient placed his apog coincided with 
the probable squamous cell carci- 
noma located on the posterior buccal 
mucosa. The lesion was an oval, 
erythematous ulcer with well-defined 
borders from which striae of leuko- 
plakia radiated. The patient also 
exhibited submaxillary lymph node 
involvement. Apog also seems to be 
associated with heavy black stains on 
the teeth. 

The diet of the Negrito people con- 
sists mainly of vegetarian products — 
roots, nuts, and fruits, occasionally 
supplemented by wild pig or fish. 
They are rarely exposed to modern 
processed foods. 

With the aid of a translator, I 
presented a lecture demonstration on 
oral hygiene to the children and their 
mothers. They were very attentive 
and eagerly accepted the tooth- 
brushes I distributed. An elderly man 
explained his reasoning for the ex- 
tensive dental problems of the 
people. He said when he was a child, 
his parents would extract monkey 
teeth and boil them in water. The 
broth would be fed to the children to 



give them strong teeth. Since mon- 
keys are now scarce they can no 
longer do this. 

I found the Negritos to be a most 
valuable and moving experience. De- 
spite their environment, the people 
never complained about their life- 
styles and exhibited a cheerful, jovial 
attitude. It is without question that 
treatment of their oral condition is 
sorely needed. Yet, the basic prob- 
lems lie much deeper. Due to the 
local insurgency and the logistics, 
immediate comprehensive dental 
treatment seems impossible at this 
time. An aggressive long-term edu- 
cation system first must be intro- 
duced. The people need instruction 
and supervision in all aspects of 
health and hygiene. 

It will be very difficult to change 
habits that have been instilled in the 
Negrito people over the last few 
hundred years. Recently, the govern- 
ment of the Republic of the Philip- 
pines has paid notice to the Negritos 
of Pastolan and a new school for the 
children is being constructed. Per- 
haps we can provide their teachers 
with the necessary knowledge and 
skills essential in any health care 
program. Herein lies the hope for 
their future. □ 
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Arthroscopic Meniscectomy 
in a Military Population 



CDR R.H. Malstrom, USN CDR A.H. Alexander, USN 



CAPT D.M. Lichtman, USN 



Meniscal tears are a common knee 
problem affecting the military popu- 
lation. Most military orthopedists are 
familiar with the high volume of pa- 
tients referred to them requiring 
meniscectomy as well as the some- 
times lengthy postoperative rehabili- 
tation time needed before these 
patients can return to a full duty 
status. Navy patients, especially, 
may require extended postoperative 
rehabilitation before they are able to 
return to the strenuous environment 
of shipboard life. This article pre- 
sents preliminary results obtained at 
NRMC Oakland, CA, through use of 
arthroscopic meniscectomy tech- 
niques on our naval and Marine pa- 
tients. 

Arthroscopy is a procedure using 
an optical endoscope to visualize the 
interior of the knee or other joint 



(Figure 1). In combination with 
small, specially designed instru- 
ments, diagnostic as well as surgical 
procedures can be performed. Since 
the incisions required for this are 
much smaller than for arthrotomy, 
rehabilitation times are greatly re- 
duced. 

We began performing diagnostic 
arthroscopy in 1976. We found it was 
a valuable tool which markedly in- 
creased our diagnostic accuracy of 
knee disorders. In August 1980 we 
began performing operative arthros- 
copy, and by the fall of 1980, essen- 
tially all meniscectomies were being 
done in this manner. In January 1981 
we obtained video capabilities so that 
all of our procedures could be ob- 
served on closed circuit TV and 
recorded on videotape (Figures 2 and 
3). This improved the ease with 




FIGURE 1. Arthroscope is attached to articulated viewing device. 
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TABLE 1. Arthroscopic 
Meniscectomies 



52 Patients (47 Male, 5 Female) 
Medial 33 

Lateral 17 

Medial/ Lateral 2 

Average Age 24 



which the procedures could be per- 
formed and, in addition, facilitated 
teaching the technique to orthopedic 
residents. 

Fifty-two partial meniscectomies 
have been performed on active duty 
patients at NRMC Oakland, using 
arthroscopic techniques (Table 1). 
This number excludes all patients 
with concomitant patellofemoral or 
ligamentous problems. Of these, 47 
were performed on men and 5 on 
women. The average patient age was 
24 (male 20); 33 medial, 17 lateral, 
and 2 medial-lateral meniscectomies 
were performed. Forty-five patients 
(88 percent) were turned to full duty 
status 30 days postoperatively (Table 
2). Two patients required 6-months 
limited duty Medical Boards, two pa- 
tients required 60 days of rehabilita- 
tion before returning to full duty, and 
two patients required 45 days before 
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FIGURE 2. Arthroscope is attached to viewing device, closed circuit television, and 
inserted into knee. 





Displaced "Bucket Handle" tear, me- 
dial meniscus 




"Bucket Handle" tear, medial menis- 
cus in anatomic position 




FIGURE J. Examination of the medial compartment of the knee using probe. Knee 
is held in valgus stress. 



"Bucket Handle" tear, medial menis- 
cus excised showing remaining periph- 
eral rim. 



Volume 73, February 1982 



21 



TABLE 2. Arthroscopic Meniscectomy 




45 Patients — Full Duty in 30 Days 
2 Patients — Full Duty in 45 Days 
2 Patients— Full Duty in 60 Days 
2 Patients — 6- Months Limited Duty 




TABLE 3. Meniscectomy (Arthrotomy) 1979 

78 Patients (64 Male— 14 Female) 
65 Medial 
13 Lateral 
2 Medial and Lateral 




TABLE 4. Meniscectomy (Arthratomy) 1979 



46 Patients — 6-Months Limited Duty 

32 Patients— Full Duty at Average 10 Weeks 



returning to full duty. Few complica- 
tions were experienced. One member 
had a superficial cellulitis which de- 
veloped 10 days after surgery. This 
cleared with antibiotics without 
further treatment and he returned to 
full duty in 30 days. No cases of 
phlebitis, pulmonary embolism, deep 
infections, or neurovascular compli- 
cation occurred. 

It is apparent that our experience 
with arthroscopic meniscectomy has 
been very positive. Although we do 
not have long-term follow-up on 
these patients, it is notable that 
nearly 90 percent are able to return to 
full duty status, including shipboard 
duty, within 30 postoperative days. In 
fact, it has been our experience that, 
because these patients frequently 



become asymptomatic very rapidly, it 
is very difficult to consistently obtain 
1 month followup examinations. 

When the results of arthroscopic 
meniscectomy are compared to the 
results of meniscectomy by arthrot- 
omy, a dramatic contrast is noted. In 
calendar year 1979, 78 meniscec- 
tomies by arthrotomy (opening the 
knee joint) were performed at our 
facility (Table 3). Of these, 65 were 
medial, 13 lateral, and 2 medial and 
lateral. Of the 78, 46 (59 percent) 
required 6-month limited duty Medi- 
cal Boards before returning to full 
duty status (Table 4). The remaining 
32 required, on the average, 90 days 
before returning to a full duty status. 
Although our results and comparison 
results again do not show the long- 



term experience of these procedures, 
it is quite apparent that there is a 
remarkable difference in the im- 
mediate postsurgical outcome be- 
tween the two techniques. 

Patients who underwent arthro- 
scopic meniscectomies had rapid de- 
crease in symptoms, rapid increase in 
leg strength and routinely returned to 
work and normal living within a 
month. Patients who underwent men- 
iscectomy by arthrotomy were much 
slower to become pain-free, took 
much longer to regain strength, and 
could not return to extremely strenu- 
ous activities such as shipboard life 
and field maneuvers without a much 
longer period of rehabilitation. 

The results support the civilian ex- 
perience that arthroscopic meniscec- 
tomy means a much shorter rehabili- 
tation time and fewer complications 
than does meniscectomy via arthrot- 
omy. The procedure, although de- 
manding, can be learned by any 
orthopedist and can be taught effec- 
tively to orthopedic residents. It re- 
quires an investment in equipment 
ranging from 510,000 to as much as 
$100,000. It poses no extraordinary 
difficulties for the operating room or 
anesthesia. We found the average 
time to perform a diagnostic arthros- 
copy with subtotal meniscectomy to 
be 1 hour. This compares favorably 
with the time it takes to perform diag- 
nostic arthroscopy, redrape the ex- 
tremity, and perform meniscectomy 
via arthrotomy. 

The logistical implications for the 
military service are profound. Had 
arthroscopic meniscectomy tech- 
niques been used at our facility in 
1979, there would have been a sav- 
ings of 50 man-years. In addition, 234 
bed-days of hospitalization would 
have been saved as well as the 
administrative costs of processing 92 
6-month limited duty Medical 
Boards. For these reasons we strong- 
ly recommend all military orthope- 
dists investigate this procedure, con- 
sider training in its performance, and 
propose purchasing of the necessary 
equipment. □ 
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A Father's Response to 
Therapeutic Abortion 



CAPT Jesse O. Cavenar, Jr., MC. USNR 
Edward Goldenberg, M.D. 
Ronald J. Tasfca, M.D. 



We have had an interest in men who 
developed psychogenic difficulties 
around anticipating fatherhood or the 
actual birth of a child. In one report 
(1) men who were hesitant to father a 
child or who experienced anxiety 
attacks upon hearing of their wife's 
pregnancy were described, and it was 
suggested that unconscious sibling 
rivalry was an important dynamic 
issue in men who were hesitant to 
father a child or who reacted nega- 
tively upon hearing of the wife's 
pregnancy. 

A further communication (2) de- 
scribed men who experienced psy- 
chogenic abdominal pain during their 
wives' pregnancies, only to have the 
abdominal pain remit when the wife 
delivered; however, the cessation of 
the abdominal pain heralded the on- 
set of a psychosis. It was suggested 
that psychogenic abdominal pain in a 
man during his wife's pregnancy was 
an ominous clinical sign, and con- 
trary to other reports that couvade 
symptoms were benign; that was not 
our experience. 

A paranoid psychosis precipitated 
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in a man by fatherhood was described 
in another report; (3) his paranoid 
delusion of not being the father of the 
child was noted to remove him from 
the conflict of being a father, but at 
the expense of maintaining contact 
with reality. 

In a further communication, (4) we 
described a man with "ripping" 
abdominal pain who received an ex- 
tensive medical evaluation, including 
CT scans, in whom it was subse- 
quently discovered that the pain was 
psychogenic and involved a massive 
identification with his wife, who had 
had a caesarean section only days 
prior to the onset of his pain. 

We have also had a clinical interest 
in the sequelae of therapeutic abor- 
tion. In one report(5) we described 
women who had depressions on the 
anniversaries of the expected date of 
delivery, and a woman who experi- 
enced a paranoid involutional reac- 
tion 20 years after her abortion. We 
further described (6) two young 
women who had severe psychotic 
decompensations following therapeu- 
tic abortion, and (7) women who had 
recurring abdominal pain for which 
no physical cause could be found; the 
pain was found to be occurring on the 
anniversary of the expected date of 
delivery. Another report (8) described 
a 5-year-old male's reaction to his 
mother's abortion, and a final com- 
munication^) noted women who had 
masochistic responses such as facti- 
tious alopecia as a result of guilt fol- 
lowing therapeutic abortion. 



The purpose of this report is to 
present a case which describes a 
man's response both to the anticipa- 
tion of fatherhood, and his reaction to 
therapeutic abortion. 

Patient Report 

Mr. A., a 31-year-old single male, 
was admitted to a psychiatric facility 
with a chief complaint of "I can't hold 
on to reality; I just want to die." The 
history revealed that he had pre- 
sented to the emergency room the 
day of admission after 5 days of 
heavy drinking. For some weeks prior 
to admission he had noted decreased 
mood and appetite, suicidal thoughts, 
and lethargy with decreased energy. 
The day of admission he had driven 
his car into a tree in an apparent 
suicide attempt. 

The mental status examination on 
admission revealed a man who was 
depressed and anxious, but related 
warmly and was without a thought 
disorder. He was oriented to time, 
place, and person, and had no signs 
or symptoms of psychosis. There 
were suicidal thoughts as noted. 

In subsequent psychotherapy ses- 
sions with the patient, it was found 
that his girlfriend had obtained a 
therapeutic abortion against his 
wishes; it was at the expected date of 
delivery that he began to become de- 
pressed. He stated "We would have 
had a baby this month; it upsets me 
so much that it is difficult for me to 
think about it. I'm opposed to abor- 
tion and she knew how much I love 
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children. I just don't know how she 
could do such a thing." Interestingly, 
the patient had had nothing to do 
with the ex-girlfriend since the abor- 
tion, but was not distressed by 
having ended that relationship; he 
was concerned only about the fetus. 
Dynamically, it was found that the 
patient had a sister who was 6 years 
younger; he could recall resenting his 
sister's birth. Shortly after his sis- 
ter's birth, his mother became psy- 
chiatrically ill and was hospitalized 
numerous times. It appeared that 
Mother's illness intensified the pa- 
tient's hostility toward his sister and 
his resentment that she had been 
born. His strikingly intense opposi- 
tion to abortion was a reaction forma- 
tion, defending against and keeping 
out of his conscious awareness the 
degree and intensity of his murder- 
ous impulses toward his sister. The 
anniversary of the expected date of 



delivery of his own child intensified 
these aggressive feelings toward the 
sister, leading to regression, depres- 
sion, and decreased ego functioning, 
and then the aggression was self- 
directed, leading to attempted sui- 
cide. 

Mr. A. was treated with antide- 
pressant medication and psycho- 
therapy with a good resolution of his 
symptoms and was discharged home. 

Conclusion 

This case is interesting in that it 
demonstrates the conflict which men 
may experience upon anticipating 
fatherhood or becoming a father, and 
because it so clearly demonstrates 
that therapeutic abortion may have 
emotional sequelae in persons other 
than the aborted woman. Medicine is 
only beginning to study other family 
members who may be directly af- 
fected by therapeutic abortion. 
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Notes & Announcements 



IN MEMORIAM 

LT Tyler C. Cate, DC, USNR, died 13 Dec 1981 as a 
result of an automobile accident. 

Born in Denver, CO, on 21 April 1950, LT Cate re- 
ceived his B.S. degree from the University of Iowa in 
1972 and his D.D.S. from the University of Iowa in 1976. 

LT Cate was commissioned a lieutenant in the 
Navy Dental Corps on 3 Jan 1981, and was stationed at 
NRDC Orlando, FL, at the time of his death. 



methods of program development and funding. Since 
cases of child sexual abuse pose both health and legal 
problems, the conference will emphasize cooperation 
among the various disciplines and agencies involved, 

The registration fee will be S90. For further informa- 
tion write: Mrs. Nathania A. Miles, Program Coordina- 
tor, Children's Hospital National Medical Center, 111 
Michigan Ave., N.W., Washington, DC 20010 or call 
(202) 745-5682. 



DANTES 

During the past year DANTES (Defense Activity for 
Non-Traditional Education Support) has made a con- 
certed effort to contact professional societies that offer 
medically related certification examinations. DANTES 
has Memoranda of Agreement with eight such profes- 
sional societies to make their certification examinations 
available to qualified service personnel through their 
base education offices. 

The Navy will pay the examination costs, per diem, 
and travel costs (BUMEDINST 1500.4G) for enlisted and 
officer personnel in the medically related Fields to sit for 
these examinations. By making these examinations 
available through base education offices (e.g., Navy 
Campus), both per diem and travel costs can be elimi- 
nated and it adds the convenience of being available 
locally. 

For further information, write Andrew H. Bayes, 
Head, Program Development, Defense Activity for Non- 
Traditional Education Support, Pensacola, FL 32509 or 
call Autovon 922-1763, FTS 948-1763. 



CONFERENCE ON SEXUAL VICTIMIZATION 
OF CHILDREN 

The Child Protection Center/Special Unit (CPC/SU) 
and the Office of Child Health Advocacy of Children's 
Hospital National Medical Center will sponsor the 
Second National Conference on Sexual Victimization of 
Children. The conference will be held 6-8 May 1982 at 
Stouffer's National Center Hotel, Arlington, VA. 

The purpose of the conference is to bring together 
health care, social service, mental health, and law 
enforcement professionals who are currently working in 
programs designed to meet the needs of sexually abused 
children and their families. Conference participants will 
have an opportunity to learn about the newest treatment 
modalities, the latest research findings, and innovative 



USS NORTON SOUND REUNION 

There will be an 11th annual reunion of the USS 
Norton Sound Association 29 July-1 Aug 1982 in Port 
Hueneme/Point Mugu/Oxnard, CA. 

The association is a nonprofit organization comprised 
of former and present crewmembers who served on USS 
Norton Sound (AVM-1). 

For information write: USS Norton Sound Association, 
P.O. Box 487, Port Hueneme, CA 93041. 



OCCUPATIONAL HEALTH WORKSHOP 

The Navy Environmental Health Center will sponsor 
the 24th Navy Occupational and Environmental Health 
Workshop 10-14 May 1982 at the Embarcadero Holiday 
Inn, San Diego, CA. 

Occupational and preventive medicine personnel are 
encouraged to attend the workshop. There is no registra- 
tion fee. 

For additional information contact: Dianne Best or 
CDR P.E. Campbell, MSC, USN, Navy Environmental 
Health Center, Naval Station, Norfolk, VA 23511. Tele- 
phone: Autovon 690-4657, Commercial (804) 444-4657. 



WANTED— CLINICAL NOTES 

U.S. Navy Medicine needs articles for the 
Clinical Notes section. Submissions should be no 
longer than 1,500 words, double-spaced, and if 
possible, contain references and black-and-white 
photos. 

Physicians, dentists, and other practitioners 
should have manuscripts cleared for professional 
accuracy prior to submission. 
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